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Trends and consequences of the technocratic paradigm of childbirth in Portugal: a population-
based analysis of birth conditions and social characteristics of parents 
 
Abstract 
Objective: The aim of this paper is to analyse the evolution of birth conditions in Portugal and 
to establish a correspondence between maternity care and the socio-economic patterns of the 
Portuguese mothers. 
Methods: A demographic and multivariate quantitative analysis (multiple correspondence 
analysis) were used, based on official quantitative data from different surveys. 
Results: There is a consistent trend to a technocratic model of birth in the Portuguese context, 
where socio-economic patterns appear to influence fertility levels and specific characteristics of 
birth. 
The evolution of birth conditions in Portugal reveal the institutionalisation of birth with strong 
presence of doctors, a higher frequency of births on certain weekdays, an increase in private 
hospital births and in caesarean sections frequency. There is an association between higher 
social positions and more medicalised forms of assistance in childbirth. Women more qualified, 
between 30 and 39 years and married tend to experience three stark differences when 
compared to the population of Portuguese women as a whole: birth in a hospital, the 
standardisation of pregnancy duration and the presence of a doctor at birth. Women’s 
educational and professional resources also appear to guide alternative models of birth. 
Discussion: The context of a technocratic paradigm of birth in Portugal conduct us to the idea 
that limiting the study of childbirth to its medical aspects leaves important dimensions out of 
the analysis: women’s perception of the childbirth-related risks associated with the medicalised 
offer of maternity care, the implications of this childbirth paradigm on health outcomes and 
future care.  
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Introduction 
In the twenty first century, human birth involve risks, as it ever did. However, the context of 
modernity has helped to change and complexify knowledge, assessment and management of 
risks concerning childbirth (1).  
In the wider context of the medicalisation of society (2,3), the reconceptualisation of 
risk and birth – which has come to be defined as a risk process – has legitimised the transfer of 
a social to a medical approach in concern to childbirth (4). This transfer was supported 
throughout the twentieth century by the epidemiological and demographic transition (5,6), 
advances in obstetrics, and the development of technology to accompany pregnancy and 
childbirth. Thus, the possibility of establishing new risk controls for the different events around 
birth has revolutionised the traditional model of assistance at birth.  
The medicalised and institutionalised model of birth care and medical assistance in 
accordance to a technocratic model of birth (7), is defined by a new personal and social 
relationship with the body, mediated by the doctor and the use of technology. This process is 
presented as conforming to social norms and, simultaneously, as a reflexive process based on 
risk information availability and management, relationships built on trust, and the integration 
of pregnancy and birth into identity construction – elements that contribute to decision-making 
(8-10). It is described as a normalised process in the sense that women or parents do not 
associate the technological and medical intervention with the notion of an unnatural procedure 
(11). 
Nevertheless, the consolidation of obstetrics as a medical specialty has not reflected a 
linear, standard and medicalised model of childbirth, namely  in the Western world (12), as is 
illustrated by Floyd, by means of a typology that presents and defines three paradigms of birth 
– technocratic, humanistic and holistic – in function of body’s conceptualisation and of mind-
body’s relationship (7). 
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Furthermore, the specific characteristics of a country or region – considering its social, 
demographic, historical, cultural, political, geographic dimensions – and individual 
characteristics of women and/or parents, has been defined as important elements to 
differentiate national profiles of assistance and preferences at birth, as well as outcomes in 
infant and maternal health (13-17). Indeed, the social profile of individuals is considered, across 
different research results, as the most important factor in the preference for birth place (which 
involves preferences for other aspects such as the professional care and technological resources 
available) and for specific fertility patterns (18).  
In that sense, social and individual characteristics facilitate or mediate the access to 
information and empower different forms of social behaviours and social relations (19,20). 
Thus, to understand birth paradigms, it is important to identify the responses of the 
system on the level of birth assistance as it is important to understand women’s and parents’ 
decisions in relation to experiences of childbirth, considering individual characteristics. 
In spite of that recognition, research suggests that the association between birth 
characteristics and the mothers’ profiles is not being studied sufficiently in various countries 
where studies focusing on the conditions of childbirth are more developed (11). That is, despite 
the existence of studies considering the link between birth characteristics and mothers or 
parents social profile (19,20), they are not core in literature concerning birth.  
The aim of this paper is to analyse the characteristics of women and parents who give 
birth in association to maternity care they receive, considering the Portuguese context, where 
we witnessed to profound changes in the demographic and social situation in recent decades, 
in particular a severe reduction in fertility levels. This reduction has a potential impact in social 
characteristics of parents as well as in social and individual choices regarding birth. 
The Portuguese context 
Since 1982 (i.e. for over three decades), Portugal has had a fertility rate below the 
replacement level. As a result, since 2012 and until the present, Portugal had the lowest total 
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fertility rate in the European Union (28 countries) – 1.28 live births per woman in 2012 and 1.31 
in 2015 – and one of the highest mean age for women giving birth – 30.2 years in 2012 and 30.9 
in 2015 (21). 
Different social science authors have contextualised these results against a broader 
background of social, family, economic and political transformations (22-24). The relative easy 
and widespread access to modern contraception for women in Portugal has combined with a 
redefinition of family values based on the recognition of new aspects of womanhood – women 
could be educated and professional active. In addition to more options for women there was 
also a shift in the ideal parenting model, a repositioning of the place of children, with heavy 
investment in them.  
Furthermore, in recent years, the financial crisis has significantly worsened the situation 
of fertility in various countries (25), as Portugal, where the results now influence the political 
and government agenda, leading, for example, to the creation of a commission promoting 
policies for the ‘removal of obstacles for desired fertility’ (26).  
If we consider the literature produced in last decades, on the regard of demographic 
and sociological analysis, the focus is centered in fertility trends, family and social framework, 
but not in conditions and characteristics of birth (27,28). The articulated research, by extending 
the dimensions considered in the explanation of practices and models of birth, has the potential 
to improve the knowledge about birth conditions which, in turn, influence results in infant and 
maternal health.  
In respect to those results, if it is undeniable, on the one hand, that we could not reach 
the actual levels of maternal mortality in Portugal (registering no more than 7 or 8 cases a year, 
actually) without the evolution of obstetrics, medical and institutional procedures, on the other 
hand, some characteristics of technocratic model of birth (which may be illustrated through 
some indicators) may cause adverse effects to maternal (and infant) health.  
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Considering the case of caesarean rates, for example, with regard to Portugal, we have 
assisted to an important growth of its incidence, particularly in private hospitals, where it is more 
than double that in public hospitals (as we will illustrate at results section). The inexistence of 
articulated sources doesn’t allow us to analyse the impact of that in mothers’ health outcomes. 
However, studies covering other countries have found that for the mother’s health there is a 
higher risk from birth by caesarean (elective or after labour) or instrumental vaginal birth than 
with spontaneous vaginal births, which is expressed in the increase of maternal mortality levels 
(13,14,29-35).  
The importance of studying the Portuguese case is based on the fact that previous 
studies focused primarily on the social framework, results and consequences of fertility, as well 
as in the assumption that the two aspects of birth we propose to consider in this study – the 
childbirth conditions and the profile of population who have children – are associated.  On that 
sense, in order to understand who give birth and under what conditions of care, in Portugal, the 
analysis will consider each aspect isolated as well as the relation between them.  
Thus, we expect to provide a better understanding, of the development of the 
conditions of childbirth and of the sociological and demographic characteristics of fertility and 
maternity care, considering the case of Portugal.  
 
Methods 
Sources and period of analysis 
We collected data from three different official sources: newborn surveys (1988 to 2011), 
national censuses (1991, 2001 and 2011) and hospital surveys (1985 to 2010).  
 Newborn survey 
The newborn survey provides information about the births which occurred in Portugal 
across each year (122,121 cases in 1988 and 96,993 cases in 2011) and is the result of a 
cooperation between the official services where live births are registered (Civil Registry) and the 
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National Institute of Statistics (INE, Portugal), which is responsible for the statistical treatment 
of the data. The data are made available to researchers in the form of databases.  
This is the most complete quantitative source with information on births, newborn 
infants and parents, in the sense it is an official source with a generally exhaustive coverage of 
events in the whole country, given the obligatory registration of all newborns.  This contributed 
to the strength and quality of the data and analysis results. 
We have analysed various characteristics that fall into three categories: baby (sex, 
weight, nature of birth, date of birth), birth characteristics and conditions (pregnancy duration, 
place of birth, assistance provided) and relating to the parents (birth dates, place of residence, 
level of education, employment status, and profession).  
Hospital Survey 
We considered data from the hospital surveys from 1985-2010. This source provided 
information about the ‘type of birth’ and ‘institutional nature of hospital (public or private)’, 
since 1985. 
Censuses 
We also considered data from the last three Portuguese national censuses (1991, 2001 
and 2011) namely, information about women’s educational level, which we compared to that of 
newborn mothers (from the first source referred). 
Sources Critical Analysis 
In order to improve the possibilities of analysis, namely through the integration of more 
variables and its relation with others concerning different components of birth, it would be 
desirable that one of the sources, the newborn survey, had included a few questions available 
in hospital survey, such as ‘type of birth’ and ‘institutional nature of hospital (public or private)’. 
As they are not available in newborn survey, we have considered the data separately in the 
analysis.  
Statistical analysis 
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Firstly a longitudinal analysis was done for identifying the evolution in birth conditions in last 
decades (since 1988 to 2011, according with the available information). Then, a cross-sectional 
analysis was implemented in order to enable a depth analysis focused in the link between the 
social, demographic and assistance dimensions of birth. For this analysis we used data from 2010 
in which was, at the time, the most recent and also the most consistent data. 
 For the characterisation of birth conditions in Portugal, the three sources mentioned 
above were used. At the second stage, the analysis focused on the educational resources and 
social position of individuals who had children (parents) in 2010, considering as source the 
newborn survey. That is, we sought to understand the characteristics of its actors and the social 
inequalities associated with fertile behaviours.  
In order to define the social patterns of parents, a multiple correspondence analysis 
(MCA) was required as the input variables were categorical (36-38).  
MCA transforms categorical input variables using an optimal scaling procedure and, 
consequently, assigns optimal quantifications to the categories of those input variables and 
symmetrically scores to the objects (cases). Using the optimal quantifications of the categories 
or the scores of the objects as coordinates, MCA represents categories or objects as points in 
subspace with the minimum number of dimensions (axes or factors) possible, in particular, bi-
dimensional graphs (39-41). The privileged associations are emphasised by geometric proximity 
of the categories in the factorial plan and, from the configurations designed by those 
associations, different patterns can be defined. Next, a hierarchical cluster analysis (HCA) (42) 
was used in order to validate a four-type solution induced by MCA. . The standardised object 
scores of the MCA were used as input variables. The HCA was suited by a k-means algorithm in 
order to obtain an optimal solution (42).  
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Variables  
By introducing two variables that concern socio-occupational categories (profession and 
employment status), we obtained the indicator of socio-occupational class (43) (applied to the 
both parents). The relationship between that indicator and the level of education, given 
separately for the mother and father, were explored to better characterise the parent profiles 
of the newborn infants. These profiles base the situation of newborn infants within their social 
and family contexts, with the support of variables of those contexts.  
Finally, the differences in childbirth conditions were analysed, on the assumption of its 
explanation as a function of the social patterns of parents. As mentioned above, in order to 
provide a greater level of detail in the analysis of the association between birth conditions and 
parents’ characteristics, we limited the data to 2010. 
All statistical analyses were conducted using SPSS version 20.0. 
Results 
Birth conditions evolution in Portuguese context 
Considering the aim of this paper, in this section we start to analyse the evolution of birth 
conditions in Portugal, identifying indicators which might reveal the incidence of a certain 
paradigm of birth model.  
Institutionalisation of birth 
With regard to birth assistance, the process of transferring birth to hospitals was almost 
concluded in Portugal by the end of the 1980s (Figure 1). In 2010 and 2011, 99% of births took 
place in hospitals, 0.8% at home and 0.2% somewhere else (birth centres cannot be considered 
because they do not exist in Portugal). These results were achieved, among other reasons, with 
the availability of new and specialised assistance services and health units, the elimination of 
regional disparities (mostly due to emergency transport in combination with the new highway 
system), and more efficient coordination between the different levels of assistance (first and 
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second line, corresponding to health units and professionals with greater or lesser specialisation 
in birth assistance) (44).  
 Insert Figure 1 
 A greater presence of doctors at birth 
In that context,  and considering the professions involved in assistance provided, we identify an 
increasing presence of doctors at birth (53.3% in 1988 and 67.4% in 2011) compared with 
presence of obstetrical nurses (43.3% and 32.1%, respectively) or non-obstetrical nurses (1.1% 
and 0.4%, respectively) (Figure 2).  
Insert Figure 2 
This rise can be due to an increasing number of births taking place in private hospitals 
(from 7.3% in 1988 to 12.0% in 2010), whose organisation and practices are more doctor-centred 
(45,46). The tendency to use a private hospital is even more pronounced in and around Lisbon, 
the capital city. In fact, in 2010, only 12.0% of hospital births occurred in private hospitals in 
Portugal, but considering the greater Lisbon region (NUTII), the percentage of those births was 
20%. 
The figure of the midwife did not disappear from the field of birth assistance in Portugal, 
but it was shaped to the evolution and progress of obstetrics. This change is attested by the 
evolution of the profession designation and of the formation required throughout the twentieth 
century, and reveals a tendency towards the disappearance of some aspects of assistance and 
support at birth, in favour of an alignment with a technocratic and institutionalised model of 
birth. 
 Back in the XIX century, since 1836 there have been ‘birth courses’, for training 
‘graduate midwives’, at Surgical and Medical Schools or Medical Faculties in Lisbon, Porto and 
Coimbra. In 1919, the Medical Faculty already demanded a previous nursing degree as a pre-
requisite to the midwifery course. Since 1967 midwife courses have been replaced by an 
obstetric specialisation in nursing schools. In 1983, the ‘Specialisation Course in Maternal Health 
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Nursing and Obstetrics’ was established to train obstetric nurses (47).  Figuring as a reminiscence 
of the cultural and social memories about the traditional protagonists at birth, statistical 
registers still consider the term ‘midwife’ (enfermeira-parteira) instead of ‘obstetric nurse’ as a 
category to identify who provide assistance at birth (the others are ‘doctor’, ‘nurse-not midwife’, 
‘other assistance provider’, ‘without assistance’, ‘ignored’).  
Normalisation of the duration of pregnancy 
The interval of 37-41 weeks (defined in newborn survey) is the most frequent to define 
pregnancy duration. More than 90% of births in Portugal in 2010 (91.7%) and 2011 (92.1%) fell 
within that interval. However this was not the trend a few decades ago. Between 1988 and 2011, 
there was an increase of 13.6% in births occurring in the interval of 37-41 weeks, while the 
adjacent intervals showed a significant drop (especially that of more than 41 weeks, with a 
decrease of 89%) (Table 1). 
Insert Table 1 
Scheduled births  
Another indicator we analysed was the distribution of births over the days of the week. Taking 
the results for 2010, we can see a clear trend towards scheduling births for certain days of the 
week, happening consistently through every month. Thus, the frequency of births is highest 
midweek and reaches the lowest points on Saturday and Sunday, followed by adjacent days 
(Figure 3). We note that the day with the fewest births in Portugal in 2010 was Saturday, 
December 25, Christmas Day.  
Insert Figure 3 
Increasing levels of instrumental deliveries.  
The scheduled births listed above may be associated with the increasing prevalence in Portugal 
of instrumental births (with forceps and suction cups) and caesareans (44) (Figure 4). 
         Insert Figure 4 
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This trend is stronger in the private sector. Using data from the hospital surveys, we 
found similar results for caesarean rates between public (10.9%) and private hospitals (13.57%) 
in 1985. Both results are presented as reasonable within the limits defined by WHO (48). 
However, in 2010, those rates increased to 32% in public hospitals and an impressive 67.5% in 
private hospitals.  
A recent analysis has shown a tendency to a decrease in the incidence of caesarean rates 
both in public and private hospital, in last few years, as a result of a concerted action addressed 
to professionals’ health and respective institutions, according to authors (49).These are results 
to monitor the years to come.  
Socio-economic patterns in fertility 
After identifying some dimensions of birth conditions evolution, we sought to understand the 
characteristics of the population who have children and the social inequalities associated with 
fertility on the assumption that the present low and late pattern in Portuguese fertility is 
associated with a reconfiguration of the parents specifically regarding their social position. 
Level of education  
In 2010, fertility frequency was higher in the population with greater social resources. 
Considering the level of education, women who have had children (mothers) have more often 
attained the tertiary level (30.3%). The representation of highly educated women was twice 
stronger in mothers of 2010 than in women of the total population, according to census of 2011 
(that registered 15.5% of women with tertiary education). (Table 2) This result is more 
expressive if compared with those of earlier five-year periods. In fact, while it is clear that 
Portuguese levels of education have sharply increased over recent decades, particularly among 
women, that increase is clearly stronger among women who had children (from 5.5% in 1990 to 
30.3 in 2010), when compared with the increase among the total female population (from 4.6 
in 1991 to 15.5 in 2011).  
Insert Table 2 
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Educational resources and social position  
The MCA results provided an understanding of the multidimensional configuration of parents in 
2010. Four social patterns were identified and a posteriori cluster analysis grouped the 
individuals into four clusters (Figure 5). The social patterns are characterised by a hierarchical 
association between levels of education and socio-occupational categories. The distribution of 
educational levels goes hand in hand with the qualifications associated with the different socio-
occupational categories: higher levels of education associated with a social class with more 
resources (clusters/groups C and D). The configuration of the different social patterns also 
confirms the existence of social homogamy patterns among parents: they tend to share similar 
educational qualifications and socio-occupational categories (Figure 5). 
Insert Figure 5 
The distribution of the fertile population over the different groups identified reinforces 
the idea of the increasing weight of parents (men and women) with greater resources, that is, 
people who are qualified, employed and well-positioned professionally. In fact, groups C and D 
together cover 85% of the fertile population in 2010, and group D (considering tertiary education 
and a higher social class) covers, on its own, one third of the all parents. 
These results are important in two mutually connected senses. On the one hand, they 
express a change in fertility patterns. Their actors are no longer people at the two extremes of 
the social scale: they now have a higher socio-economic status. On the other hand, the social 
conditions identified in relation to fertility interfere with the conditions of childbirth, which are 
sensitive to social belonging. 
Social patterns in fertility (Social position) and childbirth conditions 
The exercise of association between social profiles of parents and their birth conditions reveal 
that a high social position is associated with medicalised and institutionalised assistance in 
pregnancy and childbirth (Figure 6). 
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Thus, we identified groups A and B as having lower social resources, ages at childbirth 
at the extremes of child-bearing years (until 25 and after 40 years of age), greater cohabitation 
(mainly group A), and a balanced distribution between assistance at birth by a doctor and an 
obstetric nurse. The duration of pregnancy in these groups lies between 37 and 41 weeks in 
more than 90% of cases, though it is less standardised than that for each of the two other groups. 
Insert Figure 6 
Groups C and D combine more qualified and socially favoured parents and concentrate 
fertility in the ages between 20-29 years (group C) and 30-34 years (group D). Group D is the one 
that registers a substantial proportion (72.5%) of married parents (in contrast to those choosing 
cohabitation without marriage or some other situation). In marital status, Group C is closer to 
group B, with these two acting as transitional groups. These groups present a larger percentage 
of births assisted by doctors, rather than obstetric nurses, and register 92.2% of births occurring 
between 37 and 41 weeks. 
 
Discussion  
In this paper we aimed to analyse the characteristics of the parents and childbirth assistance in 
Portugal. The analysis identified several key aspects of the Portuguese birth care model. 
The results signalled the strong presence of a ‘technocratic model of birth’, as Davis-
Floyd (7) describe it, in contrast to the ‘holistic’ one, which favours a more balanced relationship 
between the birthing women and the assistance professionals. The technocratic model is 
dominant in cultures where the application of scientific and technological discoveries and the 
exercise of medical authority fall mostly along patriarchal lines of institutional organisations. 
This leads to practices which tend to be standardised and evaluated on the basis of the concept 
of birth-related risk. Medical authority defining the risk associated with childbirth is attested by 
hospital protocols which guide practices in assistance provided (51).  
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In turn, we found that the groups most represented in fertility – those belonging to 
higher socio-occupational categories – are those who opt for a standard format close to a 
technocratic model of birth. That is, privileged resources strengthen the framework for 
childbirth in a model in which we highlight the following indicators: the institutionalisation of 
birth, standardisation of the duration of pregnancy, presence of doctors at birth, increased 
frequency of births on certain days of the week, increased number of births in private hospitals, 
and rise in caesarean sections, especially in private hospitals.   
This situation raises three fundamental questions:  
(i) Is this the result of free and informed choices of empowered parturient women?  
(ii) What are the real implications of this paradigm of birth?  
(iii) What are the unifying features of women who sidestep this situation? 
Considering the first question (i), in countries such as Portugal where, actually, birthing 
women have, predominantly, highest educational and professional resources, we would expect 
that women would exercise empowerment in childbirth considering practices that would be 
more diverse and more consistent with WHO recommendations. In fact, paradoxically, the 
results indicate that women with higher resources are those for whom childbirth has the highest 
degree of medical intervention and the most uniform procedures and practices. This is probably 
linked to the perception of risk and to the idea that ‘intellectual and social capital remains within 
the medical model’ (4).  
In this context, it is appropriate to critically analyse the risk discourse that influences the 
medical and social models of childbirth. A number of studies were included in the risk discourse 
analysis, focusing, namely, on the aspects and consequences of the fears surrounding birth and 
the birthing process (52-56). For example, caesarean section has been preferred to vaginal birth. 
This fact is likely due to the fear of labour and a rejection of practices that women know are 
likely to accompany vaginal birth (even in low-risk births), e.g. episiotomy, fundal pressure, the 
lithotomy position and other interventions (45), which are justified by the idea of risk.  
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In this birth paradigm, even women who prefer a vaginal birth have a significant chance 
of having a caesarean birth. A recent Brasilian study showed that of the women who expressed 
preference for vaginal birth throughout their pregnancy, in the majority of cases, ended up 
having a caesarean section without labour: 60% of first-time mothers with private insurance 
(45,46).  
These figures lead us to a decisive factor in the differentiation of birth practices in 
Portugal, that is, the institutional nature of the hospitals where births occur. In private hospitals, 
Portugal registers more than twice as many caesareans as vaginal births (44,49), a situation that 
is certainly not justified by a higher number of pregnancies or births defined as risky in private 
hospitals. Based on this statistic alone, there should be a serious discussion related to the 
implementation of protocols, among health care providers, birth attendants, policy makers, 
social scientists, parents, …, especially in the light of how medical protocols define risk and the 
procedures recommended.  
In addition, the discussion should consider the content and principles of the protocols. 
One example is that the term ‘high risk pregnancy’ depends on social and demographic criteria; 
that is teenagers (age interval not indicated), women older than 40, and women with severely 
adverse social conditions (51) all have a high risk pregnancy, independently of the diagnostic 
medical test. According to this definition, a considerable number of situations without medical 
indications are considered high risk pregnancies in medical terms, but the relevance of that 
evaluation is based on social considerations. This suggests the need for broader support to 
pregnant and birthing women – based on a reorientation of medical practices, on revision of 
guidelines, less focused on the technocratic model and more oriented to the humanistic or even 
holistic model of birth – with a multidisciplinary team instead of reinforcing medical supervision 
and intervention.  
Research suggests, however, that Portuguese reality is still far from that approach, as 
far as medical professionals’ power prevails, in relation to other health professions, hospital 
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administrators and the state, due to their control of medical knowledge. That control is 
reinforced by the fact that medical procedures using technologies are viewed as being ‘more 
scientific’ than other medical knowledge, resulting in greater legitimacy for those professionals 
to define how care is provided and evaluated and to define and deal with risk situations (57).  
With regard to the second question presented above (ii), studies have found that 
caesarean births correlate with a higher risk for the health of women and children. Tragically, 
this is reflected by an increase in the infant (58) and maternal mortality rates (13,14). In modern 
societies, maternal mortality is considered a preventable phenomenon (12) and should tend 
towards zero instead of increasing. However, this fact alone leads to further questions such as: 
Are there enough studies on its incidence and characteristics? Does protecting patient 
confidentiality and the fact that the cause of death is recorded by doctors affect data quality? 
Institutions such as the French Comité national d’experts sur la mortalité maternelle évitable 
(National Expert Committee on Preventable Maternal Mortality) – created with the aim of using 
confidential surveys to study the maternal mortality rate, its risk factors and preventability, and 
provide recommendations for health professionals –  and projects such as Maternal Death 
Surveillance and Response (MDSR)/Maternal Death Reviews (MDRs) are models to follow in 
order to study these questions and this phenomenon. 
Furthermore, it is also important to consider a less visible and sentinel event emerging 
from the present model of childbirth, that is, maternal morbidity (59). Will not maternal 
morbidity discreetly increase as a result of the high rate of intervention in the birth process? In 
Portugal, we have kept maternal mortality statistics since 1913. However, the first official 
reports considering maternal morbidity comes from the nineties. The data is recent and still 
limited but it already reveals that near miss cases (that is, involving more severe morbidity) arise 
from births with greater intervention (in particular, caesareans) and give rise to a higher number 
of maternal deaths (44).  
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With reference to the third question (iii), we must return to the point of this paper where 
we consider the influence of specific characteristics on choices regarding childbirth. Thus, 
despite the above childbirth trends that fall within a technocratic model, it is possible to identify 
behaviours that reveal decisions that disrupt the main model of birth. In Portugal, a small 
proportion of women, with a high socio-economic status (those who, as a majority, follow the 
medical model of birth) are those who decide to experience alternative options, demanding new 
ways, assistance and places of birth (10,44).  
Compared to non-hospital births, home births represent a small number and a low 
percentage of all births (832 and 0.8%, respectively, in 2011). Nevertheless, it is important to 
mention that the majority of those births belong to groups C and D (groups socially more 
favoured), analysed above, and, in these cases, 93.3% had professional assistance. This seems 
to indicate a conscious and planned choice of a home birth that is assisted but is not totally 
consistent with the dominant biomedical model (10). Furthermore, despite the lack of 
information, we may consider that the fact that home births are only available privately, with 
an out-of-pocket payment to midwives, may influence the unequal distribution of home births 
between groups, and the higher percentage of groups C and D in all home births. This reality 
may gain ground and needs to be monitored in the coming years, in the light of the example of 
other countries such as the USA, where home births have increased considerably over a short 
period, raising new issues and presenting new social, medical and political challenges (60).  
 
Conclusions 
Behaviours and choices relating to fertility and assistance at birth are not linear throughout the 
social structure and may well not have the same meaning in different, or even the same social 
contexts. Educational and professional resources appear to possess the potential to guide and 
structure the dominant, emerging and alternative models of birth. 
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The importance of birth as a social process requires an analysis from a broader 
perspective than the medical one, in the sense that its incidence, practices and implications vary 
according to specific contexts.  
Considering Portuguese case, we’ve concluded that childbirth happens mainly within 
the technocratic model, particularly in groups from higher socio-occupational levels. This model 
might have contributed to lowering maternal mortality, but is now linked to higher maternal 
morbidity, much difficult to trace; and the groups with higher socio-occupational levels 
encompass a majority of women who chose to give birth under medical control in a technocratic 
model, but also include most women who choose home birth. Their social, educational, and 
economical status empowers their exercise choices that may well be difficult to access to 
parents from lower social levels: while some prefer the most technocratic model in a private 
hospital, others, despite being a minority, opt for home births.  
According to that, we can say that limiting the study of childbirth to its medical aspects 
and ignoring that medicine, in itself, is socially constructed, leaves important dimensions out of 
the analysis. 
That is to say, that we recognise the importance of the conceptualisation of birth and 
childbirth as a multidimensional phenomenon, as well as a complementary approach between 
social sciences and medicine.  
In this regard, we would remark some important and possible directions for future 
research based on the Portuguese case, considering inter-related aspects of the birth process as 
risk,  expectations (as fear), practices and experiences and health outcomes:  
1) Understand the construction of the social perceptions of risk (4) at birth and how they 
influence individual decision-making, and to discuss their effects. 
2) Understand how fear (associated with the concept of risk) (52-56,61) and the lack of 
information (62) guide choices and promote practices at birth whose results may compromise 
maternal and child health (32); 
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3) Connect variables related to medical practice and assistance with those that place birth in its 
social, family, affective and emotional context (8). It is crucial to understand how these contexts 
influence the expectations, fears, information management, and knowledge that affect 
childbirth choices. These are elements that cannot be ignored when the main objective is to 
create the best conditions for the birth process (37); 
4) Monitor maternal health outcomes. In high-income countries, maternal mortality is residual 
but still very important if we consider it as a preventable phenomenon (12,62-64). On the other 
hand, maternal morbidity is defined as a sentinel event (58), because of its greater or lesser 
proximity with death, though with less visible contours. In a medicalised context, where 
mortality levels are controlled, maternal morbidity might assume a new importance and extent. 
Because birth involves all the dimensions of a society and directly affects the lives of individuals 
and families, it is important that these dimensions are increasingly considered in its analysis. 
  
 21 
 
References 
1. Giddens A. Modernity and Self-Identity. Self and Society in the Late Modern Age. Stanford, 
Stanford University Press: 1991. 
2. Conrad P. The medicalization of society: On the Transformation of Human Conditions into 
Treatable Disorders. Baltimore: Johns Hopkins University Press, 2007. 
3. Riessman CK. Women and medicalization: a new perspective. Social Policy 1983; 14(1):3-18. 
4. MacKenzie Bryers H, van Teijlingen E. Risk, theory, social and medical models: A critical analysis 
of the concept of risk in maternity care. Midwifery 2010; 26:488-496. doi:  
10.1016/j.midw.2010.07.003    
5. Omran AR. The Epidemiological Transition: A Theory of the Epidemiology of Population Change. 
Milbank Quarterly 2005; 83(4):731-757. doi: 10.1111/j.1468-0009.2005.00398.x  
6. Notestein FW. Population: the long view. Food for the World 1945. Chicago: University of 
Chicago Press:36-56. 
7. Davis-Floyd R. The technocratic, humanistic, and holistic paradigms of childbirth. International 
Journal of Gynecology and Obstetrics 2001; 75:S5-S23. 
8. Chalmers B. Childbirth across Cultures: Research and Practice. Birth 2012; 39:276-280. doi: 
10.1111/birt.12000 
9. Fisher S, Groce SB. Doctor-patient negotiation of cultural assumptions. Sociology of Health & 
Illness 1985; 7(3):342-374. doi: 10.1111/1467-9566.ep10832345  
10. Santos M. Nascer em Casa. A desinstitucionalização reflexiva do parto no contexto português 
[To be born at home. The reflexive deinstitutionalisation of childbirth in the Portuguese context]. 
Dissertation, MA in Health, Medicine and Society. Lisboa: ISCTE-IUL, 2012. Available at: 
https://repositorio.iscte-iul.pt/handle/10071/4684  
11. Brubaker SJ, Dillaway HE. Medicalization, Natural Childbirth and Birthing Experiences. Sociology 
Compass 2009; 3(1):31-48. doi: 10.1111/j.1751-9020.2008.00183.x  
 22 
 
12. Loudon I. Death in Childbirth. An International Study of Maternal Care and Maternal Mortality 
1800-1950. Oxford: Clarendon Press, 1992. 
13. Europeristat. European Perinatal Health Report. 2004. Paris: INSERM, 2008.  
14. Europeristat. European Perinatal Health Report. Health and care of pregnant women and babies 
in Europe in 2010. Paris: INSERM, 2013. 
15. Fox B, Worts D. Revisiting the Critique of Medicalized Childbirth. A contribution to Sociology of 
Birth. Gender & Society 1999; 13(3):326-346. doi: 10.1177/089124399013003004 
16. Sacks SR, Donnenfeld PB. Parental Choice of Alternative Birth Environments and Attitudes 
toward Childrearing Philosophy. Journal of Marriage and the Family 1984; 46 (2):469-457. 
17. Miller AC, Shriver TE. Women’s childbirth preferences and practices in the United States. Social 
Science and Medicine 2012; 75:709-716. doi: 10.1016/j.socscimed.2012.03.051 
18. Sobotka T. The diverse faces of the Second Demographic Transition in Europe. Demographic 
Research 2008; 19(8):171-224. doi: 10.4054/DemRes.2008.19.8  
19. Zadoroznyj M. Social Class, social selves and social control in childbirth. Sociology of Health & 
Illness 1999; 21(3):267-289. doi: 10.1111/1467-9566.00156  
20. Liamputtong P. Birth and social class: Northern Thai women’s lived experiences of caesarean 
and vaginal birth. Sociology of Health & Illness 2005; 27(2):243-270. doi: 10.1111/j.1467-
9566.2005.00441.x  
21. Eurostat. Fertility Indicators. Assessed 11 April, 2017. Available at:  
http://epp.eurostat.ec.europa.eu/portal/page/portal/statistics/search_database.  
22. Bandeira ML. Demografia e Modernidade. Família e Transição Demográfica em Portugal 
[Demography and Modernity. Family and Demographic Transition in Portugal]. Lisboa: Imprensa 
Nacional Casa da Moeda, 1996. 
23. Cunha V. A Fecundidade das Famílias. In Wall K, ed. Famílias em Portugal - Percursos, 
Interacções, Redes Sociais [Families in Portugal – Paths, Interactions, Social Networks]. Lisboa: 
 23 
 
Imprensa de Ciências Sociais, 2005: 395-464. Available at:  http://www.ics.ul.pt/rdonweb-
docs/Vanessa%20Cunha%202005%20-%20n%C2%BA3.pdf  
24. Mendes M (coord), Infante P, Afonso A, Maciel A, Ribeiro F, Tomé L, Freitas R. Determinantes da 
Fecundidade em Portugal [Fertility Determinants in Portugal]. Lisboa: Fundação Francisco 
Manuel dos Santos, 2016. Available at: https://www.ffms.pt/FileDownload/83a777a4-2a65-
4afe-ab1a-3fb866fecb2b  
25. Sobotka T, Skirbekk V, Philipov D. Economic recession and fertility in the developed world. 
Population and Development Review 2011; 2:267-306. doi: 10.1111/j.1728-4457.2011.00411.x    
26. Azevedo J, coord. Por um Portugal amigo das crianças, das famílias e da natalidade (2015-2035). 
Remover os obstáculos à natalidade desejada [For a child, family and birth friendly Portugal 
(2015-2035). To remove barriers to desired birth rate]. Relatório final da Comissão para a Política 
da Natalidade em Portugal. Lisboa: Instituto Francisco Sá Carneiro, 2014. 
27. Baptista MI. A Demografia em Portugal: um percurso bibliográfico [Demography in Portugal: a 
bibliographic route]. Análise Social 2007; 183:539-579. Available at:  
http://analisesocial.ics.ul.pt/documentos/1218647780B5dWG7zk1Lp74ME5.pdf  
28. Santos M. Para uma sociologia da maternidade. Um retrato temático da investigação sociológica 
portuguesa [To a sociology of motherhood. A thematic portrait of Portuguese sociological 
research]. Lisboa - CIES e-Working Paper 194, 2014. Available at: 
http://www.cies.iscte.pt/np4/?newsId=453&fileName=CIES_WP194_Santos.pdf 
29. Hansen JP. Older maternal age and pregnancy outcome: A review of the literature. Obstetrical 
and Gynecological Survey 1986; 41: 726-742. 
30. Althabe F, Sosa C, Belizán JM et al. Cesarean section rates and maternal and neonatal mortality 
in low-, medium-, and high-income countries: An ecological study. Birth 2006; 33: 270-277. doi: 
10.1111/j.1523-536X.2006.00118.x  
31. Hall M, Bewley S. Maternal mortality and mode of delivery. Lancet 1999; 354: 776. doi: 
10.1016/S0140-6736(05)76016-5 
 24 
 
32. Deneux-Tharaux C, Carmona E, Bouvier-Colle M, Bréart G. Postpartum maternal mortality and 
cesarean delivery. Obstetrics & Gynecology 2006; 108: 541-548. 
33. Betran AP, Torloni MR, Zhang JJ, Gulmezoglu AM. WHO Statement on caesarean section rates. 
BJOG 2016; 123(5):667-70. doi: 10.1111/1471-0528.13526  
34. Kilsztajn S, Carmo MS, Machado LC, Jr., Lopes ES, Lima LZ. Caesarean sections and maternal 
mortality in Sao Paulo. European Journal of Obstetrics Gynecology and Reproductive Biology 
2007; 132(1):64-69. doi: 10.1016/j.ejogrb.2006.06.005  
35. Tracy SK, Sullivan E, Wang YA, Black D, Tracy M. Birth outcomes associated with interventions in 
labour amongst low risk women: a population-based study. Women and Birth 2007; 20(2):41-
48. doi: 10.1016/j.wombi.2007.03.005   
36. Gifi A. Nonlinear Multivariate Analysis. England: John Wiley & Sons, 1996. 
37. Green JM. Integrating Women’s View into Maternity Care Research and Practice. Birth 2012; 
39:291-295. doi: 10.1111/birt.12003  
38. Carvalho H. Análise Multivariada de Dados Qualitativos – Utilização da ACM com o SPSS 
[Multivariate Analysis of Qualitative Data – Use of ACM with SPSS]. Lisboa: Edições Sílabo, 2008. 
39. Ramos M, Carvalho H. Perceptions of quantitative methods in higher education: mapping 
student profiles. Higher Education 2011;61(6):629-647. doi: 10.1007/s10734-010-9353-3  
40. Bernardes SF, Silva S, Carvalho H, Costa M, Pereira M. Is it a (fe)male pain? Portuguese Nurses’ 
and Laypeople’s´ Gendered Representations of Common Pains. European Journal of Pain 2014; 
18(4):530-539. doi: 10.1002/j.1532-2149.2013.00387.x  
41. Oliveira S, Esteves F, Carvalho H. Clinical profiles of stigma experiences, self-esteem and social 
relationships among people with schizophrenia, depressive, and bipolar disorders. Psychiatry 
Research 2015; 229:167-173. doi: 10.1016/j.psychres.2015.07.047 
42. Hair JF, Black WC, Babin BJ, Anderson RE. Multivariate Data Analysis. Seventh Edition. Upper 
Saddle River, New Jersey: Prentice Hall, 2010. 
43. Costa AF. Sociedade de Bairro [Neighbourhood Society]. Oeiras: Celta Editora, 1999. 
 25 
 
44. Pintassilgo S. O Risco e as Condições Sociais e Assistenciais da Maternidade em Portugal [Risk 
and Social and Assistencial Conditions of Maternity in Portugal]. PhD thesis in Sociology. Lisboa: 
ISCTE-IUL, 2014. Available at: https://repositorio.iscte-iul.pt/handle/10071/7898 
45. Declercq E. Childbirth in Brazil: Challenging an Interventionist Paradigm. Birth 2015; 42(1):1-4. 
doi: 10.1111/birt.12156 
46. do Carmo Leal M, da Silva AA, Dias MA, da Gama SG, Rattner D, Moreira ME, Filha MM, 
Domingues RM, Pereira AP, Torres JA, Bittencourt SD, D’orsi E, Cunha AJ, Leite AJ, Cavalcante 
RS, Lansky S, Diniz CS, Szwarcwald CL. Birth in Brazil: national survey into labour and birth. 
Reproductive Health 2012;22:9-15. doi: 10.1186/1742-4755-9-15.  
47. Carneiro M. Ajudar a nascer. Parteiras, saberes obstétricos e modelos de formação (séc. XV-
1974) [Helping to be born. Midwives, obstetric knowledge and training models (XV-1974)]. Porto: 
Editora da Universidade do Porto, 2008. 
48. World Health Organization. Monitoring Emergency Obstetric Care. A Handbook. Geneva: 
Department of Reproductive Health and Research - WHO, UNFPA, UNICEF, AMDD, 2009. 
Available at: 
 http://apps.who.int/iris/bitstream/10665/44121/1/9789241547734_eng.pdf 
49. Campos DA, Cruz J, Medeiros-Borges C, Costa-Santos C, Vicente L. Lowered national cesarean 
section after a concerted action. Acta Obstetricia et Gynecologica Scandinavica 2015; 94: 391-
398. doi: 10.1111/aogs.12582 
50. UNESCO. International Standard Classification of Education ISCED-2011. Montreal Canada: 
UNESCO Institute for Statistics, 2012. Available at: 
http://www.uis.unesco.org/Education/Documents/isced-2011-en.pdf 
51. Campos DA, Montenegro N, Rodrigues, T. Protocolos de Medicina Materno-Fetal [Maternal-
Fetal Medicine Protocols]. Lisboa: Lidel, 2008. 
52. Haines HM, Pallant JF, Fenwick J, Gamble J, Creedy DK, Toohill J, Hildingsson I. Identifying women 
who are afraid of giving birth: A comparison of the fear of birth scale with the WDEQ-A in a large 
 26 
 
Australian cohort. Sexual & Reproductive Healthcare 2015; 6:204-210. 
doi: 10.1016/j.srhc.2015.05.002 
53. Lukasse M, Schei B, Ryding EL. Prevalence and associated factors of fear of childbirth in six 
European countries. Sexual & Reproductive Healthcare 2014; 5:99-106. doi: 
10.1016/j.srhc.2014.06.007 
54. Hildingsson I. Swedish couples’ attitudes towards birth, childbirth fear and birth preferences and 
relation to mode of birth – A longitudinal cohort study. Sexual & Reproductive Healthcare 2014; 
5:75-80. doi: 10.1016/j.srhc.2014.02.002  
55. Karlström A, Nystedt A, Hildingsson I. A Comparative study of the experience of childbirth 
between women who preferred and had a caesarean section and women who preferred and 
had a vaginal birth. Sexual & Reproductive Healthcare 2011; 2:93-99. doi: 
10.1016/j.srhc.2011.03.002 
56. Salomonsson B, Alehagen S, Wijma K. Swedish midwives views on severe fear of childbirth. 
Sexual & Reproductive Healthcare 2011; 2:153-159. doi: 10.1016/j.srhc.2011.07.002 
57. Correia T, Carapinheiro G, Serra H. The State and Medicine in the Governance of Health Care in 
Portugal. In Carvalho T, Santiago R, ed. Professionalism, Managerialism and Reform in Higher 
Education and the Health Services. The European Welfare State and the Rise of the Knowledge 
Society. Issues in Higher Education. Palgrave MacMillan 2015: 151-171. doi: 
10.1057/9781137487001  
58. Xie R, Gaudet L, Krewski D, Graham ID, Walker MC, Wen SW. Higher cesarean delivery rates are 
associated with higher infant mortality rates in industrialized countries. Birth 2015; 42(1):62-69. 
doi: 10.1111/birt.12153 
59. Sousa MH, Cecatti JG, Hardy EE et al. Sistemas de informação em saúde e monitoramento de 
morbidade materna grave e mortalidade materna [Health information systems and monitoring 
severe maternal morbidity and maternal mortality]. Revista Brasileira de Saúde Materno-Infantil 
2006;6(2):161-168. doi: 10.1590/S1519-38292006000200002  
 27 
 
60. MacDorman MF, Declercq E, Mathews TJ. Recent Trends in Out-of-Hospital Births in the United 
States. Journal of Midwifery & Women’s Health 2013; 58:494–501. doi: 10.1111/jmwh.12092 
61. Page L. The humanization of birth. International Journal of Gynecology and Obstetrics 2001; 
75:S55-S58. doi: 10.1016/S0020-7292(01)00516-1 
62. MacDonald ME. The art of medicine. The cultural evolution of natural birth. Lancet 2011; 
378:394-395. doi: 10.1016/S0140-6736(11)61200-2 
63. Bouvier-Colle MH, Szego E. La mortalité maternelle en France depuis 1945 [In English: Maternal 
mortality in France since 1945]. In: Bergougnian C et al. La population de la France [The 
population of France], tome II. Paris: CUPED, 2005:373-384. 
64. Institut National de la Santé et de la Recherche Médicale. Mortalité maternelle [Maternal 
mortality]. L’état de santé de la population en France – indicateurs associés à la loi relative à la 
politique de santé publique – Rapport 2007 [In English: The population health in France - 
indicators associated with the law on public health policy]. France: INSERM-Unité 149, 2007. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 28 
 
Figure 1. Percentage of births occurring in hospital, Portugal, 1988-2011 
 
Source: INE, Birth certificate data from the National Vital Statistics System, 1988-2011 (own calculations) 
 
    Figure 2. Professionals in births (%), 1988-2011, Portugal 
 
Source: INE, Birth certificate data from the National Vital Statistics System, 1988-2011 (own calculations) 
  
88
90
92
94
96
98
100
%
Year
0
10
20
30
40
50
60
70
80
1988 1990 1992 1994 1996 1998 2000 2002 2004 2006 2008 2010
%
Year
Doctor
Obstetric
nurse
Non
obstetric
nurse
 29 
 
Table 1. Rate of variation of pregnancy durations (%), Portugal, 1988-2011 
Duration of 
pregnancy 
(wks) 
22-27 28-31 32-36 37-41 > 41 
Duration 
unknown 
Variation 
rate 
50.0% 40.0% -52.6% 13.6% -89.5% -92.3% 
Source: INE, Birth certificate data from the National Vital Statistics System, Portugal, 
1988-2011 (own calculations). 
 
Figure 3. Births per day of the week (%), for each month of 2010, Portugal   
 
Source: INE, Birth certificate data from the National Vital Statistics System, Portugal, 1990 and 2010 (own 
calculations).  
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Figure 4. Caesarean section rate (%), Portugal, 1985-2010 
 
Source: INE, Hospital Survey, Portugal, 1985-2010 (own calculations). 
 
Table 2. Mothers’ level of education and women with tertiary education in census population, 
Portugal   
Year 
Level of education of mothers (%) 
Year 
Women with 
tertiary 
education (%)  
 
Cannot 
read  
Can read  ISCED 1   ISCED 2  ISCED 3  ISCED 4  Tertiary  
1990 1.5 7.9 63.3 21.4 5.5 1991 4.6 
1995 1.2 1.6 29.2 25.6 15.4 16.0 11.0     
2000 0.7 0.7 18.2 25 17.8 21.3 16.3 2001 11.7 
2005 0.5 0.4 8.4 20 20.3 25.3 25.1     
2010 0.4 0.2 4.7 12.4 21.6 28.8 30.3 2011 15.5 
Source: INE, Birth certificate data from the National Vital Statistics System, Portugal, 1988-
2011 (own calculations) 
Note: To categorise the educational levels, the International Standard Classification of 
Education (ISCED-2011) (50) was used. Thus, the categories were: Cannot read or write; Can 
read without having attended a school system; ISCED level 1 – Primary; ISCED level 2 – Lower 
secondary; ISCED level 3 – Upper secondary; ISCED level 4 – Post-secondary non-tertiary; 
Tertiary education. 
 
Source: INE, Population 
Census, Portugal, 1991, 
2001, 2011 (own 
calculations considering 
completed and 
uncompleted studies) 
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Figure 5. Social patterns of parents, Portugal, 2010  
 
 
Source: INE, Birth certificate data from the National Vital Statistics System, Portugal, 1988-2011 (own 
calculations). 
Note 1: To categorise the educational levels, the International Standard Classification of Education (ISCED-
2011) (50) was used. 
Note 2: Social class categories: EE (Entrepreneurs and executives), PM (Professionals and managers), SE 
(Self-employed), MASE (Multi-active self-employed), E (Employees), IW (Industrial workers), MAE (Multi-
active employees). 
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Figure 6. Childbirth conditions associated with the social patterns of parents, Portugal, 2010  
 
 
Source: INE, Birth certificate data from the National Vital Statistics System, Portugal, 1988-2011 (own 
calculations). 
 
 
 
 
 
